Clarified the relationships between self-care behaviors and illness-specific outcomes in approximately 270 youths with IDDM. Youths were assessed at three points in time using a semistructured interview measure and multiple indices of dietary intake and physical activity with two different methodologies (i.e., recalls, logs). Glycemic control was most strongly related to the semistructured Self-Care Adherence Interview (SCAI); and second to the overall quality of the 'We thank the families for their participation, the numerous research assistants, the staff at the Clinical Research Center, and the physicians who collaborated on the project, especially Louie
youths' dietary intake. The SCAJ also predicted glycemic control over time. Physical activity levels and specific nutritional components from the logs and recalls were generally unrelated to glycemic control.
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Daily treatment of insulin-dependent diabetes mellitus (IDDM) involves a complex and demanding regimen. Adherence to this treatment is difficult, and behavioral prescriptions are often inadequate to meet the complexities of the disease management. Many self-care behaviors are involved in daily treatment: dietary restrictions and monitoring, regular exercise, frequent blood glucose monitoring and recording, usually two to four insulin injections, insulin dosage adjustments based on dietary intake and physical activity levels, regularity in eating and sleeping to match the peaks and action of the injected insulin, and having a source of sugar readily available for episodes of hypoglycemia.
Behavioral scientists have attempted to quantify the self-care behaviors, and validate the relationships between the self-care behaviors and glycemic control. Inconsistencies in the strengths of the associations between self-care behaviors and glycemic control have most likely reflected differences in the assessment and quantification of self-care behaviors (e.g., Brownlee-Duffeck et al., 1987; Glasgow, 1991; Glasgow, McCaul.^fc Schafer, 1987; Hanson, De Guire, Schinkel, & Kolterman, 1995; Hanson, Henggeler, & Burghen, 1987; Hanson et al., 1989 Hanson et al., , 1992 Johnson, 1992; Johnson, Freund, Silverstein, Hansen, & Malone, 1990; Johnson et al., 1992; Johnson, Silverstein, Rosenbloom, Carter, & Cunningham, 1986; Johnson, Tomer, Cunningham, & Henretta, 1990; La Greca, Swales, Klemp, Madigan, & Skyler, 1995; Miller-Johnson et al., 1994) .
Assessment tools have varied in their (a) presentation format (e.g., logs, recalls, interviews, direct observation), (b) content (e.g., behavioral domains tapped), and (c) temporal assessment (e.g., 1-3 days vs. 1-3 months). Self-care behaviors cover a variety of domains, some of which are more likely to affect glycemic control than others. For example, glycemic control may have a stronger relationship with insulin dose adjustments based on concurrent dietary intake and activity levels than to percentages of ingested carbohydrates. On the other hand, percentages of ingested carbohydrates or fats may relate to future weight gain and later glycemic control. Regarding temporality, self-care interviews generally represent a subjective appraisal of typical or averaged behaviors occurring over the previous month or two. Alternatively, recalls or logs collect behavioral samples over a 24-hour or 3-to 7-day period and reflect a type of time sampling. These time-sampled behaviors are assumed to reflect averaged self-care behaviors over an approximate 1-to 2-month period (Freund, Johnson, Silverstein, & Thomas, 1991) . The physiological outcome, metabolic control, reflects an averaged level of blood glucose over the previous 6 to 8 weeks. To validate the relationships that exist between self-care behaviors and metabolic control, it is important to evaluate both behavioral and physiological indices across similar time periods, though this can be difficult in behavioral research.
Some measurement methodologies are by their nature more "precise" but they may not be more "accurate" in reflecting natural behavior. Time-sampling methods tend to be more precise, but there is sampling error in treating single time samples of behaviors (e.g., 1-3 days) as reflecting behavior across a wider time frame (e.g., 1-3 months). Self-care interviews usually generate less precise measurements of behavior, but instead they reflect an "averaged" view of previous behavior over a specific period (e.g., previous week-months). Caution needs to be exercised in favoring certain methodology because of its more precise nature (e.g., specific data from recalls or logs) because most measurement methodology involve biases. Unless the researcher or clinician uses unintrusive observations (Klesges, Hanson, Eck, & Durff, 1988) , which present problems logistically, recalls of specific food amounts (Eck, Klesges, & Hanson, 1989) and physical activity levels involve subjective biases (see, e.g., with adults, Klesges et al., 1990) . Self-care interview measures are also biased because of the subjects' knowledge of their glycemic control. Youths who are under poor glycemic control might negatively bias their own self-ratings of adherence behaviors because they feel overly responsible for their poor glycemic control.
The present study attempts to clarify the associations between self-care behaviors and glycemic control in youths with IDDM by comparing a semistructured adherence interview with specific indices of dietary intake and physical activity in a large sample of youths at three points in time. Dietary intake and physical activity were assessed by combining data from recalls and logs. Based on the previous literature cited, we hypothesized that (a) dietary factors would be most strongly related to glycemic control, and (b) the self-care adherence interview would be more strongly associated with metabolic control than specific dietary nutritional indices.
METHOD Subjects
Participants were 288 youths with IDDM and their parents at Time 1, 270 at Time 2, and 256 at Time 3. The mean age of the youths was 12.5 years (SD = 3.7, range = 4.1 to 20.0, Mdn = 12.8). The percentages of youths in each age range were as follows: 13.9% (n = 40) were 4.1-7.9 years; 29.5% (n = 85) were 8.1-11.9 years; 37.2% (n = 107) were 12.0-15.9 years; 19.8% (n = 56) were between 16.0 and 20.0 years. The mean age at illness onset was 7.3 years (SD = 3.7, range = 0.4 to 16.1). The mean illness duration was 5.2 years (SD = 3.5, range = 0.83 to 16.0). Two of the children had IDDM for < 1 year (10 and 11 months), 22% (n = 62) from 1-2 years, 34% (n = 98) from 3-5 years, and 24.3% (n = 70) from 6-8 years, and the remainder (19.4%, n = 56) had illness duration > 8 years. Fifty-two percent of the youths were female (n = 150), 48% were male (n = 138), 84.4% were from two-parent figure households, and 15.6% were from single-parent headed households. The percentages of children in the following ethnic groups were 84.5% white, 3.8% Hispanic, 3.5% African American, 3.5% Hispanic/white, 1.7% Asian/white, 0.7% Asian, 0.7% Native American/white, 0.3% Native American, 0.3% Asian/Hispanic, and 0.3% African American/Native American. The mean socioeconomic status (SES) on Hollingshead's (1975) four-factor index was 46 (SD = 11), which falls in the Class 4, "medium business, minor professional, technical." The percentages of families in the following SES categories were Class 1 = 1.4%, Class 2 = 6.3%, Class 3 = 19.1%, Class 4 = 50%, and Class 5 = 23.3%.
Based on analyses of variance (ANOVAs) and chi-square statistics, the demographic characteristics of families who declined participation did not differ from those who agreed to participate on the youth's gender, race, and age at diagnosis; however, youths who declined participation were significantly older and had longer illness duration. Youths who discontinued participation in the study did not differ significantly from those initially enrolled in the study on gender, age, race, illness duration, age at diagnosis, and glycemic control.
Procedure
Participants in the present study included all participants from a large-scale evaluation of a systemic model of health and adaptation in youths with 1DDM. Participants were recruited from eight clinics and nine physicians, two regional offices of the American Diabetes Association (ADA), and newspaper advertisements in the San Diego and Irvine metropolitan areas. The criteria for participation in the funded project included having one or more youths in the family between the ages of 4 and 20 years with 1DDM, the duration of IDDM was ^ 10 months, the youth was willing to have blood drawn three times over the course of the year, the youth and one parental figure were English-speaking, no serious concurrent medical illness of the youth (e.g., presently hospitalized), the youth was living in a family environment versus in residential treatment, and the family planned to remain in the area for approximately 1 year. Based on these selection criteria, 3% youths were eligible to participate. Of the eligible participants, 73% (n = 288) agreed to participate.
Participants were initially mailed a letter inviting mem to participate in a study that evaluated important life factors in the course of IDDM and its management. Following the initial letters of invitation, families were called to request their participation and schedule an appointment. Approximately 4 weeks prior to the scheduled appointment, participants were mailed consent forms and the dietary and exercise logs. Families were phoned after the materials were mailed to answer any questions and inquire about the completion of the 3-day dietary and physical activity logs, which were scheduled to be completed on 2 weekdays and 1 week-end day. Follow-up phone calls were conducted to ensure that the data were completed and to confirm the research appointments. If the data were not completed by the aforementioned phone calls, research assistants arranged daily phone calls to the participants to obtain die dietary and physical activity information for each day of the logs. Obtaining log data via daily phone calls occurred very rarely. Thus, the dietary and physical activity logs were completed 1 to 3 weeks before the research appointment, and the dietary and physical activity recalls and the composite interview were collected at the research appointment. The youths' height, weight, frame size, and blood samples for the measurement of glycemic control were taken at the research appointment. Further information on the procedures for the study can be found in Hanson et al. (1995) .
Measures

Glycemic Control
Blood was taken for the hemoglobin A lc (HbA, c ) assays at the time of the research appointment. All blood assays were analyzed in the same laboratory using the Bio-Rad A lc Assay method. The normative values range from 3.8-6.3%. Blind test-retest reliability estimates were conducted on duplicate blood samples (i.e., the laboratory was unaware that duplicate blood samples were being tested). The duplicate samples were highly intercorrelated, r(17) = .99, p :£ .0001. The mean HbA, c level was 8.95% (SD = 2.1, range = 4.8-16.0%, n = 288) for the initial assessment, 9.07% (SD = 2.1, range = 5.3-16.4%, n = 270) for the second assessment, and 9.22% (SD = 2.1, range = 5.2% to 15.8%, n = 256) for the third assessment. High HbA, c values represent poor glycemic control.
Self-Care Adherence Interview
The Self-Care Adherence Inventory (SCAI) assessed the youths' general dietary behaviors (6 items), insulin adjustment (3 items), glucose testing (3 items), and hypoglycemia preparedness (3 items). The items are scored on 2-point to 5-point scales. The majority of the items are scored on 4-to 5-point scales, and the total score reflects a summation of the item scores. High scores reflect good adherence or positive self-care behaviors, and the highest possible score is 41. The possible points for each of the content areas are as follows: glucose testing (0-8), dietary behaviors (0-23), insulin adjustment (0-3), and hypoglycemia preparedness (0-7). The interviews were conducted with the adolescents or with parents and children together at each of the three assessments sessions. Parents were present in the interview if they shared in the responsibility for diabetes care (e.g., glucose testing, drawing up and administering insulin, adjusting insulin levels, dietary decisions). Parents participated in 37.5% of the interviews for Time 1, 23% for Time 2, and 20.3% for Time 3.
Data from previous studies and the current study provide standardization data for the self-care interview. The overall self-care interview score as well as factor scores from the interview relate significantly to the youths' glycemic control (-.20 £ r ^ -.28, ps < .05 to .001) in different samples of youths and across different geographic locations (e.g., Hanson et al., 1987 Hanson et al., , 1989 Hanson et al., , 1992 . The behaviors assessed by the SCAI appear relatively stable across time, as reflected by 3-month, 6-month, and 1-year test-retest stability coefficients of rill) = .70, pS .001, rs (252-270)= .68 to .70, p =s .001, and r(252) = .71, p£ .001, respectively. The 3-month test-retest stability data were taken from an earlier study, and the 6-month and 1-year test-retest stability coefficients were derived from data from the current study. The interrater reliability ranges from r(19) = .95 (p ^ .001) to r(38) = .98 (p < .001). Interrater reliability coefficients were computed by using pairs of interviewers. Interrater reliability was examined by comparing sets of interviews from previous and current studies.
Dietary Recalls and Logs
Three-day dietary logs and 24-hour dietary recalls were collected to assess specific measures of dietary intake for the youths at each of the three assessments. Dietary recalls of the previous 24-hour period were conducted as interviews with the youths (and parents for younger children) during the research appointments. Food models were used to ensure the accuracy of the amounts given. Participants were given verbal and written instructions on the specificity required in the types, brands, and amounts of foods and beverages ingested for the dietary logs. Dietary logs were reviewed with the participants at the clinic visits to ensure that all the information was completed accurately, to verify the dietary amounts with food models and pictures, and to discuss possible inconsistencies between and within the logs and the recalls (e.g., differences in 1% vs. 2% milk fat recorded, snacks recorded before bedtime on some days and not on others). Dietary information for the 3-day food logs and 24-hour dietary recalls were gathered on four separate days.
Data from both the dietary logs and recalls were quantified with the Dietary Inventory of Nutritional Experiences (DINE) nutrient analysis program (Dennison, 1987; Dennison & Dennison, 1989) . The DINE program analyzes the youths' dietary intake relative to an ideal dietary intake based on the youths' age, gender, height, body frame size, activity level, and desired weight level based on Metropolitan Life Insurance Company guidelines. The ideal dietary intakes are based on nationally accepted nutrient guidelines. The DINE database program compares favorably with other major nutrient research database programs (Eck, Klesges, Hanson, Baranowski, & Henske, 1988) , and has been used in other health-related research projects (e.g., Eck et al., 1989; Klesges et al., 1988) . Research assistants were trained with the use of videotapes, role-playing, and several practice dietary interviews.
The DINE scores comparing actual with ideal dietary intake are presented for the overall quality of the diet (overall quality), total caloric intake (total calories), calories of protein (protein calories), calories of complex carbohydrates (carbohydrate calories), calories of added sugar (added sugar calories), and grams of dietary fiber (fiber grams). The percentage of total calories in the diet from protein (% protein), complex carbohydrates (% carbohydrates), added sugar (% added sugar), and total fat (% total fat) are also presented. Because three meals and snacks are often recommended in order to provide consistent levels of food intake to match the action of peaks of the injected insulin (Brink, 1988) , the number of daily meals and snacks are also provided (No. of Eating Episodes).
Physical Activity Recalls and Logs
Physical activity levels in the youths were assessed with the 7-day Stanford Physical Activity Recall (Blair, 1984) and a 3-day daily physical activity log at each of the three assessments. The activity logs were completed by all youths (and their parents for younger children) and the Stanford recall interviews were conducted only for youths ages 10 years and older (n = 223). Parents participated in the recall interview if they participated in the SCAI. For the Stanford 7-day recalls, youths were asked about their activity levels and sleep for the previous 5 weekdays and 2 weekend days. Following the protocol by Blair, youths were given examples of moderate, hard, and very hard activities and were asked to estimate the time spent in physical activity each day and the level of activity was jointly determined by the youth and interviewer. Light activity levels constitute the number of hours in the 24-hour day not spent in sleep or in moderate, hard, or very hard activity. The time spent in each of the five levels of activity were quantified according to the procedures by Blair (1984) .
The 3-day physical activity logs were collected and scored using the same procedures as the Stanford physical activity recalls (Blair, 1984; Williams, Klesges, Hanson, & Eck, 1989) . The durations and types of physical activity and sleep throughout the three 24-hour periods on 2 weekdays and 1 weekend day were requested on the logs. During a 3-week field study, Williams et al. (1989) found high levels of test-retest reliability (rs ranged from .75-.91) and convergent validity for the Stanford physical activity recalls and the activity logs (rs ranged from .68-.84).
RESULTS
The central goal of the study was to evaluate the associations between glycemic control and measurements of self-care behaviors. In light of the large data set and the multiple statistical tests necessary to evaluate the central goal of the study across three points in time, p levels of < .01 should be considered suggestive, not conclusive, for purposes of interpretation and discussion. To reduce the number of analyses, and because data aggregration procedures produce more reliable and valid constructs (Cohen & Cohen, 1983) , the intercorrelations between the log and recall data for dietary intake and for physical activity were examined to determine whether composite scores would be appropriate. Data from the dietary 24-hour recalls and the 3-day dietary logs for each of the study variables were correlated significantly for all variables at each of the three periods, except for total calories at Times 1 and 2 (Table I) . Three correlations were < .25 and 2: . 15 (p < .006), and the rest (84%) were > .25, with a mean of .35, p =£ .0001, and a range of .25-.58 (p < .0001). Regarding physical activity, die correlations between the 7-day Stanford interview and the 3-day physical activity log were highly significant at each period {Mr = .56, p < .0001, range = .30 < rs < .82, ps s .001-.0001). Because of the significant intercorrelations, data from the recalls and logs were combined into composite scores for dietary intake and for physical activity in subsequent analyses. For both the dietary and physical activity data, each day of the logs plus the recall score were added and averaged to form the composite scores.
Self-Care Behaviors and Their Relationships to Glycemic Control
The correlations between the SCAI items, illness duration, youths' age, and glycemic control are listed at all three periods in Table II .
The associations between glycemic control and the various measurements of self-care behaviors were contrasted using partial correlation coefficients, controlling for age and disease duration. As shown in Table III , the SCAI related to HbA, c at all three periods (zero-order rs = -.37, -.33, and -.28; partial rs = -.28, -.25, and -.20, ps < .001). In contrast, specific dietary and physical activity measures were not associated significantly (ps < .001) with glycemic control (see Tables HI and IV) . The second strongest relationship with HbA lc was found with the nutritional quality of the overall diet across the three time periods (partial rs = -.10 (ns), -.20 (p < .01), and -.19 (p < .001).
As shown in Table IV , HbA lc was not associated significantly with levels of physical activity.
Convergent and Discriminant Validity of the SCAI
Partial correlations, controlling for the youths' age and illness duration, were also conducted to assess the convergent and discriminant validity of the SCAI. The SCAI included several questions related to dietary behaviors. The SCAI did not include questions related to physical activity levels, only changes in diet and/or insulin as a function of physical activity were assessed. Partial correlations were conducted to ensure that the associations between dietary intake and the SCAI were not confounded by the effects of the youths' age or illness duration. Dietary data are presented in Table HI and physical activity data in Table IV .
In support of its convergent validity, the SCAI was associated reliably with the overall quality of the youths' nutritional intake at the three assessments (zeroorder rs = .36, .28, and .33, respectively, and partial rs = .24, p < .001; .17, p < .01; .20, p < .001, respectively) and to more frequent eating episodes (zeroorder rs = .37, .32, and .32, respectively, and partial rs = .25, p < .001; .23, /?<.001;.21,/><.001, respectively). The magnitude of these correlations are expected based on the diverse nature of the items on the SCAI relative to the highly specific dietary data coded by the DINE program. In support of its •HbA k = Glycemic control; SCAI = Self-Care Adherence Interview. The DINE scores for the nutritional quality of the actual intake relative to ideal intake are as follows: the overall quality of the diet (overall quality), total caloric intake (total calories), calories of protein (protein calories), calories of complex carbohydrates (carbohydrate calories), calories of added sugar (add sugar calories), and grams of dietary fiber (fiber grams). The percentage of total calories in the diet from protein (protein), complex carbohydrates (carbohydrates), added sugar (added sugar), and total fat (total fat) are also presented. The number of daily meals and snacks are also provided (No. eating of episodes). Partial correlations controlling for youths' age and illness duration. "p < .05. 'p < .01.
•> < .001. discriminant validity, the SCAI was not associated significantly with other selfcare behaviors that were not tapped by the instrument, namely, levels of physical activity.
In light of the significant correlations between the SCAI and HbA lc , exploratory analyses involving partial correlations (controlling for the youths' age and illness duration) were computed for the individual items of the SCAI. The strongest partial correlations between the SCAI and glycemic control involved the dietary items (partial rs for the total dietary subscale = -.25, p < .001; -.23, p< .001; -.19,p< .01). The partial correlations between the SCAI and HbA lc at the three periods are displayed in Table V .
Predictive Validity of the SCAI
To test the predictive validity of the SCAI, multiple regression analyses (MRA) were conducted to assess whether the SCAI predicted glycemic levels 6 months and 1 year later. To control for the effects of youths' age and illness duration on glycemic control, youths' age and illness duration were entered first in the hierarchical MRA, followed by the total score on the SCAI. In the MRA to predict glycemic level at Time 2, youths' age and illness duration at Time 2 were entered first, followed by the SCAI assessment at Time 1. The SCAI at Time 1 added a significant amount of the variance in predicting glycemic control at Time 2 above and beyond the effects of youths' age and illness duration at Time 2, F = 25.03, p =2 .0001, beta weight = -.31, partial r = -.29. A similar procedure was conducted to predict glycemic control at Time 3 based on the SCAI at Time 2. SCAI levels at Time 2 contributed significantly in predicting glycemic control at Time 3 after youths' age and illness duration were in the equation, F = 9.45, p < .002, beta weight = -.21, partial r= -.19. Similar results were found when predicting glycemic control at Time 3 with the SCAI level 1 year earlier at Time 1, controlling for youths' age and illness duration at Time 3, F = 8.83, p < .003, beta weight = -.20, partial r = -.18. These results support the predictive validity of the SCAI.
DISCUSSION
The primary goal of the present study was to evaluate the associations between glycemic control and self-care behaviors. The self-care behaviors of approximately 270 youths with IDDM were evaluated at three points in time using a previously standardized semistructured adherence interview (the SCAI) and multiple specific indices of dietary intake and physical activity, which were assessed by combining two different methodologies (i.e., recalls and logs).
The results show that glycemic control is most strongly related to the SCAI, and second to the overall quality of the youths' dietary intake. The current data show reliable and significant relationships between glycemic control, the SCAI, and the overall quality of the youths' dietary intake. Note that the partial correlations between the SCAI and glycemic control were between -.20 and -.28, which is consistent with previous findings between biobehavioral measures. Note also that glycemic control was unrelated to several specific indices that have been examined by other researchers. For example, Johnson, Freund, et al. (1990) found weak and/or nonsignificant relationships between metabolic control and (a) deviations from ideal caloric levels, (b) percentages of calories from carbohydrates and fats relative to ideal intakes, and (c) the average number of concentrated sweet exchange units eaten daily. Similarly, Glasgow et al. (1987) examined (a) total caloric adherence, (b) percentage of calories from saturated fats, (c) number of "good" foods ingested (i.e., high in simple carbohydrates and/or fats). The current results based on intakes for total calories, carbohydrate calories, percentage carbohydrates, added sugar calories, percentage sugar, percentage fat are consistent with the findings presented by both Johnson, Freund, et al. (1990) and Glasgow et al. (1987) . It might be that these more precise and specific measurements of dietary intake relate more strongly to current (1-3 days) levels of glycemic control. Measures such as the SCAI that summarize data over many days may be a better methodology to assess the relationship between adherence behaviors and more long-term averaged levels of glycemic control (6-8 weeks), such as metabolic control (e.g., HbA, c ).
In contrast to dietary intake, physical activity levels were not significantly related to glycemic control. In previous studies, the associations between physical activity and glycemic control have been weak, inconsistent, and complex (Wasserman & Zinman, 1994) . In this study, physical activity was quantified at different levels of intensity in order to reveal relationships between activity and glycemic control that may have been obscured with less discrete categories. Our results suggest that across different levels of intensity, physical activity, in general, does not relate to glycemic control. Perhaps consistent regular exercise over time might relate to improved glycemic control (Stratton, Wilson, Endres, & Goldstein, 1987) , but the results are inconclusive at this time. Although the relationship between glycemic control and physical activity is inconclusive, exercise can reduce the risk of cardiovascular (CV) disease (Wasserman & Zinman, 1994) . Reducing the risk of CV disease is clearly an important health outcome for all people, and especially for people with diabetes because of they are at higher risk for CV disease.
The SCAI predicted glycemic levels prospectively at 6 months and 1-year intervals, controlling for the effects of the youths' age and illness duration. These results support the predictive validity of the SCAI. The SCAI related most strongly with the overall quality of the youths' nutritional intake, supporting the convergent validity of the SCAI. The overall quality of the diet is based on a comparison of actual dietary intake with nutritional guidelines based on the specific characteristics of the youths (i.e., age, gender, height, body frame size, and ideal weight). Consistent with the overall quality of the diet, the SCAI considers factors in an integrative fashion. The lack of significant associations between physical activity levels and the SCAI supports the discriminant validity of the SCAI because physical activity levels were not evaluated by the interview, only changes in diet and/or insulin as a function of physical activity were assessed.
Although IDDM self-care behaviors involve multiple separate behavioral tasks (e.g., insulin injections, meal planning, glucose monitoring, exercise) that are not necessarily correlated (e.g., a youth may always give insulin injections but exercise infrequently), further evaluation and development of instruments that capture the complexity and the necessary interdependency of these tasks for achieving good glycemic control (e.g., regularity and consistency of dietary intake) is needed. Exploratory analyses of the SCAI indicated that consistency in dietary patterns was most strongly associated with glycemic control (e.g., not delaying or skipping meals, not eating more than usual or foods not on the meal plan, keeping the amount of foods consistent). Further evaluation of the importance of consistency in dietary patterns is warranted. In addition, further testing of these instruments on demographically different samples is necessary. In a recent report, Auslander, Lavesser, Corn, Thompson, and White (1995) found that the SCAI related to HbA, c in a low-income sample of mothers and children.
We suspect that good self-care behaviors are most important in predicting glycemic outcomes when viewed within the biopsychosocial context. As such, we suggest expanding our view of self-care behaviors to include assessment across multiple contexts (e.g., with peers at social events or during extracurricular activities), multiple scenarios within a context (e.g., when disruptions occur in the usual schedule, for example, when dinner is late; the frequency of high-fat high-caloric food intake; the assessment of family dietary behaviors), and the biosocioemotional context of self-care (e.g., self-care during stressful physiological and/or life experiences). For example, perhaps good dietary self-care behaviors are most important when the family stress is high. Alternatively, perhaps when stress is high, appropriate dietary self-care behaviors are insufficient in producing optimal control. The possibility that self-care behaviors are only important when viewed within their biopsychosocial context is a hypothesis that needs examination. We plan to explore these types of empirical questions that address the biopsychosocial view of self-care.
